INTRODUCTION
The care of the surgical patient does occur sometimes without sufficient notice. These scenarios run through all surgical subspecialties. The emergency nature of the surgical intervention carries with it certain risks. The anaesthetic care of such patients with little or no previous knowledge about the pathology or procedure could be a challenge. While the surgical procedure may be same for two different patients, the anaesthetic care could be modified by the extent of the pathology and/or concurrent medical problems. Hence, the special concerns with anaesthesia for surgical emergencies.
SCOPE OF THE PROBLEM
The safety profile of elective surgical procedures has improved over the years. Same cannot be said of surgical emergencies. Evidence abounds in the literature implicating emergency surgical or anaesthetic management with poor outcome. [1] [2] [3] In addition, the classifications in anaesthetic care recognizes the place of emergency care in risk stratification. Specifically, procedure performed on emergency basis has 4 out of 25 points in the Goldman Risk Index for non-cardiac procedures in cardiac patients. Similarly, the widely used American Society of Anaesthesiologists classification of physical status recognizes the peculiarities of emergency procedures. It is common knowledge that all anaesthesia care carries some risks. It appears that emergency procedures accentuates these risks and hence, the visceral responses by anaesthetists to anaesthetic management of surgical emergencies.
Specifically, a Canadian study evaluated deaths within 7 days after anaesthesia 2 The study showed 71 out of 10,000 deaths and the urgency of surgery was a factor in anaesthetic mortality. Similarly, Keenan and Boyan 2 showed that cardiac arrest was six times more likely during emergency anaesthesia than during elective procedures. Our experience in Benin City is similar. In a review of the anaesthetic morbidity over a 10-year period revealed that emergency procedures have an 8-fold risk of anaesthesia related complication. 4 Thirty patients had complications related to anaesthesia; 29 had emergency anaesthesia and 1 had elective caesarean section (Table I) . Minimizing the accentuation of risks associated with anaesthesia for surgical emergencies is the object of this exposé. This makes general anaesthesia the only option for the anaesthetic management of the patient with its attendant problems. Penetrating eye injury and anaesthesia: Penetrating eye injury is often traumatic. And it is not uncommon for the patient to have just had a meal. The anaesthetic care of the patient with a penetrating eye injury and yet has a full stomach could be an anaesthetist's nightmare. Suxamethonium is the main neuromuscular blocker for rapid control of the airway in rapid sequence induction of general anaesthesia. It is however associated with an increase in intraocular pressure, which could lead to vitreous loss and consequent blindness. This is inimical to the very objective of surgical care; to restore good sight and good health. However, delay of time of surgery may facilitate gastric emptying and minimize risk of regurgitation/aspiration of gastric contents. Although rocuronium have been suggested as substitute for suxamethonium at high doses (ED 95 ), 5 the rapid recovery of neuromuscular function after suxamethonium remains an advantage. Antepartum haemorrhage and anaesthesia: This is one of the commonest obstetric emergencies that challenge the obstetrician, anaesthetist and the hospital's capacity for emergency services. The anaesthetic concerns include airway evaluation in case general anaesthesia is required, adequate intravenous access, ready availability of cross-matched blood. There is invariably significant blood loss associated with placenta praevia. There is sufficient evidence that regional anaesthesia for caesarean section is associated with reduced blood loss and decreased blood transfusion.
6, 7 However, the use of regional anaesthesia in a bleeding patient and risk of morbidly adherent placenta is contentious. The risk of placenta accreta is related to the number of previous uterine scars in the presence of a placenta praevia 8, 9 . This risk increases with rising number of previous uterine scars (Table II) . The presence of placenta accreta indicates extensive surgery and increased risk of blood transfusion. Thus the occurrence of placenta praevia and previous caesarean delivery could mean avoidance of regional anaesthesia. Nevertheless, it may be instructive to have two intravenous accesses and the donor blood available in the operating room especially when dealing with the bleeding placenta praevia or one with previous uterine scar. 
THE WAY FORWARD

CONCLUSION
There is no silver bullet in the anaesthetic management of the patient for emergency surgery. The anaesthetic care of such patient must be individualized. It is necessary that the surgical risks as well as the peculiarities of emergency anaesthesia are recognized. Resuscitation and optimization of any intercurrent medical problem should be undertaken prior to anaesthesia and surgery. The anaesthetic plans must be developed to address identified problems. Good planning and clinical prudence in the perioperative period could result in favourable outcome.
